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ABSTRACT

Stigma about mental illness is often identified as one of the most prominent obstacles to seeking
mental health services. This seems to be particularly true among first responders. Unfortunately,
the research regarding stigma in first responders is lacking. This may be due, in part, to the
absence of appropriate measurement tools to allow such research. Stuart’s Police Officer Stigma
Scale (POSS) has recently been developed to address this issue, but its psychometric properties
have gone largely untested. Therefore, this study sought to identify the underlying factor
structure and internal consistency of the POSS. This paper used a sample of one hundred and
thirty-five first responders. Sixty participants were police officers, forty-eight were
firefighters/EMTs, three were dispatchers, and twenty-four did not complete some portion of the
scale/training and were omitted. Using factor analysis with an orthogonal rotation on Stuart’s
eleven-item POSS, the participant’s results revealed two main components. Component one is
“maltreatment of colleagues with a mental disorder,” and component two is “fear of disclosing a
mental disorder.” Findings from this research are similar to the results of previous studies with
components such as unwillingness to disclose a mental health condition, fear of how the public
will treat an individual with a mental disorder, and anger towards those who decide to seek
treatment or get diagnosed with a mental illness. These findings imply that Stuart’s POSS is
reliable but needs to include two components rather than one. With the two main components,
further research can now be conducted to understand why and ultimately mitigate maltreatment
or stigma against first responders with a mental health condition.
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A RE-EVALUATION OF STUART’S POLICE OFFICER STIGMA SCALE
When someone is sick, they are often told to take medication to relieve the symptoms or
seek medical attention. There is little to no stigma associated with a sick individual seeking the
proper treatment to relieve the pain and ultimately destroy the sickness. However, suppose
someone is depressed or is suffering from post-traumatic stress disorder (PTSD). In that case,
they are often negatively stigmatized by their peers and the general population if they seek the
proper medical treatments. Kanter and associates found that the severity of the diagnosis was a
factor in how stigmatized the individual felt (Kanter et al., 2008). People with such illnesses fear
that seeking help will negatively impact their personal and professional lives. In a study
conducted by Campbell and Schraiber, people with mental disabilities (PMDs) reported being
discriminated against and treated differently by others once their psychiatric diagnosis was
known (Thompson et al., 2004). First responders (police, firefighters, emergency medical
technicians (EMTs), and military members) suffer from psychiatric disorders such as PTSD,
depression, and severe anxiety due to their higher exposure to critical incidents (Noah et al.,
2013; Keenan et al., 2009). If not treated, these illnesses can worsen and, in some cases, lead to
death.
First responders and military members face a problematic barrier because their personal
and professional peer groups stigmatize them. According to Corrigan and associates, there are
many barriers to seeking mental health-related treatments. One barrier that impedes or
undermines mental health help-seeking is mental illness stigma (Corrigan et al., 2014). The
negative stigma associated with these diagnoses causes the individual not to seek help and
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ultimately get sicker over time (Haugen et al., 2017). Due to these untreated mental illnesses,
first responders and military members have been experiencing more sick calls, self-harm, and
suicide (Szeto et al., 2019). This article aims to redefine the stigma of first responders and
military members seeking mental health assessments, evaluate current scales that measure
stigma, introduce the Police Officer Stigma Scale (POSS) created by Stuart (2017), and
re-evaluate the POSS to gather information for further research. This article will evaluate the
factor structure of the POSS to determine whether it is a reliable stigma scale for first responders
and military members.

Defining Stigma

To combat stigma effectively, one must first define it. For example, if stigma is defined as
the public’s negative perspective of mental health help-seeking, then the focus will be on
educating the peers of people with mental disorders. On the other hand, if stigma is defined as
the individuals’ internalization of the public’s negative views, which causes them not to seek
psychological help, the focus will be on enlightening the PMDs (Acosta et al., 2014). Many first
responders experience stigma from their peers if they seek treatment for or receive a mental
health disorder diagnosis.
Some definitions of stigma towards mental health help-seeking are mental health stigma,
a profoundly negative stereotype about people living with a mental disorder (Smith, R. A., &
Applegate A., 2018). Stigma of the mentally ill refers to the adverse effects of a label placed on
any group, such as a racial, religious minority, or, in this case, those who are mentally ill
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(Hayward & Bright, 1997). Merriam Webster defines stigma as “a mark of shame or discredit.”
Stigmata is an “identifying mark or characteristic, or a specific diagnostic sign of a disease.”
Another definition from the Merriam-Webster dictionary is “a set of negative and often unfair
beliefs that a society or group of people have about something” (Merriam-Webster).
Goffman defines stigma as a perception that someone is tainted or discounted and seen as
weak, harmful, or dangerous. Stigma is often referred to as a failing, shortcoming, or a handicap
and constitutes a discrepancy between virtual and actual social identity (Goffman, 1963). There
are many different forms of stigma, depending on the associated group.
In a military context, mental health stigma can be defined as a vigorous course where a
service member perceives or internalizes the negative “brand” or tainted identity about
themselves. The process involves an interaction between the service member and the social
setting they reside (Acosta et al., 2014). Haugen and colleagues, after extensive research, came
up with three theoretical frameworks of stigma that pertain to first responders and the military,
public stigma, self-stigma, and label avoidance (Haugen et al., 2017). This paper follows their
framework but combines label avoidance and self-stigma to avoid redundancy.
Public stigma is the detriment and discrimination of one's character by others. Public
stigma contributes to not seeking psychological treatment for fear of being labeled as undesirable
or harmful. According to previous research, the public thinks people with mental disorders are
antipathetic. As a result, PMDs do not seek proper psychological treatment or quit treatment
altogether. The symptoms often become worse and, in some cases, can be fatal (Vogel et al.,
2007).
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Corrigan and Penn constructed three factors of public stigma that adversely affect PMDs.
The three factors are fear and exclusion, authoritarianism, and benevolence. The first factor,
fear, and exclusion, represent the feelings presented by the public that PMDs should be
ostracized from specific communities because they are feared as being harmful. Next is
authoritarianism, the public's belief that PMDs should have their life decisions made by
someone else because they are seen as incompetent and irresponsible. The final factor,
benevolence, is the public's view that PMDs need to be cared for because they are child-like and
incapable of caring for themselves. These attributes apply to people seeking psychological
evaluation or who currently live with a diagnosed or undiagnosed mental disorder because PMDs
have been viewed as incompetent, dangerous, and having a moral flaw (Corrigan & Penn, 2015).
According to Goffman's Spoiled Identity, society makes certain assumptions about one's
character based on the social setting. Social settings are where specific categories of persons can
meet, and "norms" are established. For example, in the military, the occupants are usually
associated with being strong, having integrity, and maintaining grooming standards. Goffman
splits the perception of one's social identity into two parts.
The first, Virtual social identity, is the characterization that groups in specific social
settings place on one another, making first impressions very important. The moment someone
approaches a new group or setting, their character will be judged. Even though the group
members do not know the newcomer, they have established norms that they expect the
newcomer to possess. A new military member will be judged by more senior members based on
their confidence level or wearing their uniform (messy/clean).
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The second is the actual social identity, which pertains to the attributes one proves to
possess. Continuing with the previous example, if someone new comes into a group and, over
time, displays acts of confidence. Through these repeated acts, The more senior members will
assume that the person before them is confident. This process is the difference between virtual
and social identity. Without the repeated acts of confidence, the more senior members will
assume the individual before them is not confident.
Goffman explains how people use virtual and actual social identities to acquire
information about anyone they meet (Goffman, 1963)—bringing forward the term spoiled
collective identity, where a person's whole being is under scrutiny. The stigmatized person is
often seen as a threat, tainted, or discounted. This sort of stigma arises when a person's identity
or character does not meet the standards of a societally established identity. (Overton & Medina,
2008). Again, continuing from the previous example. If the new member does not display
confidence and always wears a messy uniform, the more senior members will begin to scrutinize
and eventually ostracize them.
Self-stigma is also referred to as internalized stigma and is defined as how people apply
known prejudices and stereotypes about mental illnesses to themselves (Watson et al., 2007).
According to Corrigan and Watson, PMDs living in a community that openly endorses
stigmatizing ideas will internalize those very ideas in fear that they will be less admirable
because of their psychiatric disorder. This fate is not inescapable. Some PMDs will take these
stigmatizing ideas and respond with "righteous anger." These individuals make it a priority to
seek out help to rid themselves of the stigmatized attribute. (Corrigan & Watson, 2002). These
individuals are also uncommon.

5

Corrigan & Rao (2012) coined the phrase “why try effect” due to PMDs internalizing the
stigma associated with their disability. The “why try effect” is a related repercussion of
self-stigma. This effect acts as a barrier to accomplishing life goals such as getting a good job or
finishing school (Corrigan & Rao, 2012). Stigma is thought of as being a staged process where:
first, the mental illness is discovered through specific cues (signs of depression); second, the
PMD evokes negative thoughts or stereotypes (people with mental disabilities are a danger to
themselves and their surrounding community); and third, the PMD believes the negative
stereotypes to be correct and experiences adverse emotions (I have a mental disorder, so I must
be harmful) (Haugen et al., 2017).
This staged process correlates with the three levels of self-stigma coined by Dr. Link and
associates. The first is stereotype awareness, where PMDs are aware of the stigma associated
with their given disorder (People with mental disabilities are dangerous!). The second level,
stereotype agreement, refers to PMD's believing the known stereotypes of a given mental
disorder (I have a mental illness, so I must be dangerous!).
The final level is self-esteem decrement, where the PMD loses respect for themselves due
to cultural stereotypes of mental disorders (Link et al., 2015). Once the PMD has reached the
third level of self-stigma, they will begin the label avoidance stage. Label avoidance is the
lengths a PMD will go not to accept or endorse symptoms of a mental disorder or engage in
mental health-related services so that they will not be negatively judged by themselves or others
(Haugen et al., 2017).
Other vital concepts surrounding stigma that can help shed light on the stigmatized
person’s feelings are structural stigma, stigma consciousness, perceptions of societal-level
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devaluation and discrimination, and rejection sensitivity. Structural stigma is best explained in
Johnstone's article, Stigma, Social Justice and the Rights of the Mentally Ill: Challenging the
Status Quo. Johnstone defines structural stigma as the systematic discrimination of the mentally
ill by the surrounding culture, government, and businesses. Johnstone (2001) explains how
people with mental disabilities are denied fundamental rights and services to which everyone is
entitled, such as holding an elective office or being approved for a home loan. Structural stigma
does severe damage to a PMD because they are not given the treatment or access to the care they
need (Johnstone, 2001).
The final but vital definitions include stigma consciousness which refers to an
anticipation of being stereotyped and having the stereotyped status be a central feature guiding
how others evaluate and relate to one another. Perceptions of devaluation and discrimination
refer to what people think most people think about their encounters with a PMD. Finally,
rejection sensitivity refers to the expectation of rejection from others due to a mental disability
(Link et al., 2015).
The definitions of stigma presented in this paper are all similar in that they are negative
views from individuals and the PMDs themselves. The illustrations explain how PMD’s are
treated and viewed by the public and how the PMD’s negatively view themselves. Most of the
studies presented were conducted on civilian populations, so the definitions are tailored more
towards civilians. One of the goals of this paper is to add to previous definitions of stigma to
tailor them toward first responders.
To define stigma, one must encompass all definitions while remaining transparent and
explaining its characteristics. This article adds to the two terms stated previously (public and
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self-stigma) to contain everyone who may serve as a first responder or military member—the
first, Unit stigma on Help-Seeking. Unit stigma on help-seeking is a pessimistic view derived
from a lack of knowledge about PMD's, including someone of any rank, gender, racial, or ethnic
background who may seek mental health evaluation. It results in the PMD being excluded or
labeled as potentially harmful to themselves and those around them.
The second term is Self-stigma on help-seeking. Self-stigma on help-seeking is the
systematic awareness of negative unit-based and cultural stereotypes towards PMD's. It begins
with stereotype awareness (the PMD is conscious of the negative associations with mental health
help-seeking). Then moves to stereotype agreement (the PMD agrees with the opposing views
associated with mental health help-seeking). Finally, the PMD will experience self-esteem
decrement (the PMD loses respect for them-self due to the unit-based and cultural stereotypes of
mental disorders). Defining stigma is only one aspect, but one must also measure it to understand
it fully.

Measuring Stigma

To know how people perceive and experience stigma, one must measure it. Over the
years, there has been a considerable amount of research on measuring the stigma of the mentally
ill (Brohan et al., 2010). Most of the study was conducted using surveys as the primary tool to
collect data. This review chronologically covers nine stigma scales that attempt to measure
various stigma factors such as stigma experiences, depression, discrimination, rejection,
self-stigma, and stigma of the mentally ill.
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The Perceived Devaluation and Discrimination Scale (PDD), published by Link in 1987,
is the first article reviewed. The PDD measures beliefs that people with a mental health condition
would be devalued and discriminated against by most people. The test was conducted by
comparing five groups of participants; first-treatment contact patients, repeat-treatment contact
patients, formerly treated community residents, untreated community cases, and community
residents with no evidence of severe psychopathology. The four subscales all report moderate to
high reliability: Stereotype awareness (a=.89); Agreement (a=.80); Self-concurrence (a=.72);
Self-esteem decrement (a=.81). High validity was also reported: Self-esteem and Depression
Self-concurrence (R=.66); Self-esteem and Depression Self-esteem Decrement (R=.67); General
Self-efficacy and Depression Self-concurrence (R=.54); General Self-efficacy and Depression
Self-esteem Decrement (R=.57) (Link, 1987).
Self Report Experiences of Rejection (SRER), published by Link and associates in 1997,
focuses on the rejection experiences felt by those seeking mental help. Stigma variables relating
to drug abuse (a= .78), rejection experiences (a= .80), Secrecy (a=.72), and withdrawal (a=.78)
had high reliability. Depressive symptoms (a=.87) were also reliable. Psychotic ideation was a
10-item scale with a Cronbach’s alpha of .92. Validity is reported using Pearson's correlation.
Perceived devaluation/discrimination and rejection experiences are moderately associated with
depressive symptoms (r=.318, p<.01 and r=.307, p<.01). The correlation between stigma
variables and depressive symptoms, both measured one year later, shows a similar pattern, with
devaluation/discrimination (r =.244, p <.05) and rejection experiences (r = .436, p < .001)
significantly related to depressive symptoms (Link et al., 1997).
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The Self-esteem and Stigma Questionnaire (SESQ), published by Hayward and associates
in 2002, is split into two questions. The first measures self-esteem, while the second measures
stigma. The stigma and self-esteem scales had test-retest correlations of .63 (n=48, P<.0001) and
.71 (n-50, P<.0001) and alpha coefficients of .794 and .713. The two scales were moderately
correlated at R=.34 (P<.0001), with a higher feeling of stigmatization corresponding to a lower
level of self-esteem (Hayward et al., 2002).
The next scale is the Experiences of Discrimination Scale (EDS), created by Thompson
and associates and published in 2004. The EDS attempts to measure the discrimination one goes
through due to multiple identity statuses (being a member of two or more stigmatizing groups),
such as having a mental disorder and a physical defect. There are six subscales included with the
EDS that all scored relatively high Cronbach alpha’s. The first two scales measure psychiatric
symptoms: Hopkins Symptom Checklist (a=.94) and the Colorado Symptom Index (a=.87). Two
scales measured social inclusion: Objective Social inclusion (a=.68) and Subjective Social
Inclusion (a=.78). The Social Acceptance Scale (a=.86); The Empowerment Scale (a=.81); and
Satisfaction Scales (a=.92). There was a negative, statistically significant correlation between the
age of the first contact and reported discrimination stress (r = -.09, p < .05) (Thompson et al.,
2004).
The Inventory of Stigmatizing Experiences (ISE). Stuart and associates created the ISE in
2005 to measure the experiences of stigma from the individual being stigmatized. The ISE
consists of two scales: the first attempts to measure how different domains experience stigma,
and the second measures the psychological impact of the first scale. Next, participants were
asked to disclose their specific stigmatizing features. The test used Cronbach’s alpha and the
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Kuder-Richardson coefficient of reliability (KR-20) and scored high (a=0.91 and KR-20=0.83).
The validity was not reported. (Stuart et al., 2005).
The next scale, Self-stigma of Seeking Help (SSOSH), was created by Vogel and
associates in 2006. The scale attempts to measure the level of self-esteem lost due to seeking
psychological or mental health-related help. The creation of the final revised test came from five
separate tests done on college students, most of which were female, white, and first-year
students. The reported internal consistency of the SSOSH is a=.90 (N=546) at time one and
a=.88 (n-227) at time two. The correlation between the first and second tests conducted two
months later is a=.72. Vogel reports, “In Study 1 (n=583), the SSOSH had a unidimensional
factor structure and good reliability (a=.91) among participants. Study 2 (n=470) confirmed the
factor structure. Studies 2, 3 (n=546), and 4 (n=217) cross-validated the reliability (a=.86 to
a=.90; test-retest, .72)” (Vogel et al., 2006).
Next is the Stigma Scale (SS), published by King and associates in 2007. The scale aimed
to develop a systemized instrument to measure the stigma of mental illness. The scale consists of
three sub-scales discrimination (a=.87), disclosure (a=.85), and the potential positive aspects of
mental illness (a=.64). The validity is tested by comparing the SS to other tests. Stigma scale and
Discrimination r=.862, p<.001; Stigma scale and Disclosure r=.794, p<.001; Stigma scale and
Positive aspects r=.329, p<.001; Stigma scale and Global self-esteem r= -.635, p<.001;
Discrimination sub-scale and Disclosure r=.426, p<.001; Discrimination sub-scale and Positive
aspects r=.166, p<.05; Discrimination sub-scale and Global self-esteem r= -.450, p<.001;
Disclosure sub-scale and Positive aspects r=.110, n/a; Disclosure sub-scale and Global
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self-esteem r= -.545, p<.001; Positive aspects sub-scale and Global self-esteem r= -.359, p<.001
(King et al., 2007).
Days Mental Illness Stigma Scale (DMISS), published by Day and associates in 2007,
was broken into two separate studies to gain the different perspectives of college students,
community members, and psychiatric patients. The first asks participants to answer for
themselves, and the second uses an inside-outside method to measure stigmatizing beliefs about
the mentally ill. A group of college students with no known mental disorders was used as the
outside group, while the inside group consisted of patients from a psychiatric hospital. First, each
group goes through the test. Then, the groups go through the trial and answer how they think the
other group would respond. The scale was also broken into four different versions to measure
specific mental conditions such as depression, bipolar disorder, schizophrenia, and mental
disorders.
The scale revealed that participants were unwilling to communicate stigmatizing
viewpoints toward the mentally ill. People with mental illness conclude that they are stigmatized
to a higher degree than admitted by those without a mental illness. The factor analysis results
revealed seven factors, each with an eigenvalue of 1 or greater. The anxiety factor items (a=.90,
accounting for 27.04% of the variance; 7 items; factor loadings = .50–.91) reflect effective
feelings of anxiousness, nervousness, uneasiness, and fear of physical harm when around
someone with a mental illness. The Treatability factor items (a = .71; 5.22% of variance; 3 items;
factor loading's = .55–.69) reflect beliefs about treatments for mental illnesses. The Professional
Efficacy factor items (a = .86; 4.55% of variance; 2 items; factor loading's = .70 and .95) reflect
beliefs in the ability of mental health professionals to effectively treat mental illness. The
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Recovery factor items (a = .75; 3.58% of variance; 2 items; factor loadings = .66 and .75) reflect
beliefs about the potential for recovery from a mental illness. Inter-correlations among factor
scores when p<.01 range from relationship disruption (r=.63) to r= -.23 (recovery) (Day et al.,
2007).
The Depression Self-stigma Scale (DSSS), published by Kanter and associates in 2008, is
the last article reviewed. The DSSS attempts to distinguish and measure specific constructs
associated with depression and self-stigma. Some of the sub-scales include public stigma,
stigmatizing experiences, general self-stigma, secrecy, and treatment stigma. The internal
consistencies of the DSSS total score and subscales were assessed using Cronbach’s alpha. The
total score demonstrated high internal consistency (a=.95). The internal consistency for each
subscale was also acceptable: General Self-Stigma (a=.93), Secrecy (a=.80), Public Stigma
(a=.86), Treatment Stigma (a=.79), and Stigmatizing Experiences (a=.92). All of the sub-scales
were reported as having high validity with General Self-Stigma (r=.87), Stigmatizing
Experiences (r=.87), Secrecy (r=.77), Treatment Stigma (r=.64), and Public Stigma (r=.54)
(Kanter et al., 2008).
First responders and military members are unique in the mental health aspect. To serve,
one must first undergo a mental health evaluation to screen for major mental illnesses like
schizophrenia. Most scales evaluating mental health stigma are related to such illnesses (Acosta
et al., 2014). First responders and military members mainly suffer from psychiatric disorders
such as PTSD, depression, and severe anxiety due to their higher exposure to critical incidents
(Noah et al., 2013; Keenan et al., 2009). It is often unacceptable to talk about emotions with
work colleagues. There can also be adverse effects of disclosing certain psychiatric disorders,
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such as being overlooked for promotion or ostracized by colleagues (Stuart, 2017). Due to the
stigma of seeking help, service members are not disclosing their mental illness. Not disclosing a
mental health condition can result in it getting far worse. A first responder stigma scale is needed
to help measure the stigma felt by people currently serving in these roles and those who have
previously served.
The Police Officer Stigma Scale (POSS), created by Stuart in 2017, helps pave the way to
a valid and reliable stigma scale. The scale attempts to measure the stigma from police officers to
their comrades. The POSS uses five necessary themes for police, including acceptance by others,
perceived trustworthiness, employment discrimination, taking opinions less seriously, and
treatment as a sign of personal failure. The POSS includes six more themes because they relate
to police culture, including disclosing to a colleague, announcing to a supervisor/manager,
avoiding seeking help, expectations of discrimination at work in promotions, general
expectations of discrimination, and not wanting a supervisor with a mental illness. Item-rest
correlations for a single factor solution were above 0.4, indicating good inter-correlations. The
POSS reports a high Cronbach’s alpha (a=.82), implying good reliability (Stuart, 2017). This
study discusses the findings from the recreation of Stuart’s POSS and suggestions for further
research.
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METHODS

Participants

Participants for this study were one hundred thirty-five first responders that attended a
mandatory Mental Health Awareness training session in central Florida. Participants completed a
pre-test online before attending the session. The pre-test data were used as the basis for the
following results. Sixty participants were police officers, forty-eight were firefighters/EMTs,
three were dispatchers, and twenty-four did not complete some portion. Ninety-four respondents
were male, while fourteen were female, and three did not disclose.

Measures

Stigma was assessed using the POSS (Stuart, 2017). The POSS is an eleven-item scale
designed to measure stigma among police officers. Rather than evaluate the participant’s
perception of the general public, the POSS targets beliefs held by fellow officers. The scale was
adapted for use with firefighters for the current study. We also developed a variant designed to
assess self-stigma using the same item stems.
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Procedure

Participants completed a pre-test online before attending the session. The pre-test data
were used as the basis for the following results. One hundred thirty-five participants participated
in the training. One hundred eleven completed at least a portion of the pre-test assessment. This
study will be conducting factor analysis on the eleven-item POSS through SPSS using the
responses collected from one hundred and thirty-five first responders. Varimax rotation will be
used in the factor analysis. The study aims to determine whether the obtained factor structure
matches that reported from officers from another country.
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RESULTS

Of the one hundred thirty-five first responder sample, one hundred eleven completed at
least some of the pre-test assessment. One hundred eleven responses were included in the factor
analysis of the one hundred thirty-five that completed at least some of the pre-test assessment.
Table one shows the initial eigenvalues, extraction sums of squared loadings, and the rotation
sums of squared loadings.
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Table 1
Total Variance Explained

Initial Eigenvalues

Comp
onent

Total

% of
Varianc
e

Cumulat
ive %

Extraction Sums of Squared
Loadings

Total

% of
Varianc
e

Cumulat
ive %

Rotation Sums of Squared
Loadings

Total

% of
Varianc
e

Cumulat
ive %

1

6.52
1

59.278

59.278

6.521

59.278

59.278

4.045

36.774

36.774

2

1.48
7

13.516

72.794

1.487

13.516

72.794

3.962

36.020

72.794

3

.586

5.328

78.122

4

.457

4.153

82.275

5

.380

3.452

85.728

6

.365

3.315

89.043

7

.344

3.129

92.172

8

.293

2.661

94.833

9

.270

2.451

97.283

10

.175

1.594

98.877

11

.123

1.123

100.000

Extraction Method: Principal Component Analysis
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Factor Analysis

From the initial eigenvalues (before rotation), one could conclude that two components
can be extracted from the data. Component one has an eigenvalue of 6.521 and explains 59.278%
of the variance. Component two has an eigenvalue of 1.487 and explains 13.516% of the
variance with a combined total of 72.794%. Component three gave an eigenvalue of 0.586.
According to Field (2006), Kaiser's criterion of retaining factors is to discard factors with
eigenvalues under one and keep factors with eigenvalues greater than one. In short, two
components were included, and nine were discarded. An orthogonal rotation method was used.
The orthogonal rotation method attempts to “optimize” the data, which has the effect of
equalizing the extracted components (Field, 2006). There are slight modifications in total
eigenvalue, and percentages of variance explained for each component. Component one after the
rotation has an eigenvalue of 4.045 and explains 36.774% of the total variance. Component two
has an eigenvalue of 3.962 and explains 36.020% of the total variance. Table two shows the two
components and how they score on each question.
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Table 2
Rotated Component Matrix
Component
1

2

Read each
statement carefully
and indicate your
agreement or
disagreement using
the scale below.
Please express your
frank opinion in
responding to each
statement,
answering as you
honestly feel or
believe. - 1.
Most police officers
would not disclose
to a
supervisor/manager
if they were
experiencing a
mental illness.

.138

.884

2. Most police
officers would not
disclose to a
colleague if they
were experiencing a
mental illness.

.181

.823

20

3. Most police
officers would
expect to be
discriminated
against at work if
they disclosed that
they were
experiencing a
mental illness.

.495

.667

4. Most police
officers would not
want a
supervisor/manager
who had a mental
illness.

.317

.733

21

5. Most police
officers think that
being treated for a
mental illness is a
sign of personal
failure.

.552

.628

When one looks at the "Rotated Component Matrix," one can see clear distinctions
between components one and two when it comes to each question. Questions one through five
and seven are explained by component two, while questions six, and eight through eleven are
explained by component one. Question nine has the highest associated rating for common
variance (0.842), followed by questions eleven (0.818) and one (0.801). Questions five and six
have relative values for both components, but question five is explained slightly better by
component two, while question six is explained better by component one. Based on the
eleven-item scale and how each component scored, the research can conclude that component
one is “maltreatment of colleagues with a mental disorder,” component two is “fear of disclosing
a mental disorder.”
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Discussion

This study demonstrates commonalities between Stuart’s POSS and the results of similar
analyses. Stigma of the mentally ill, whether experienced or perceived, has adverse effects on the
individual. Some include self-esteem decrement, depression, and drug abuse. These negative
effects cause the individual suffering to withhold disclosing their illness to others and even deter
them from seeking treatment.
The results from this report’s findings of the POSS showed the same level of negativity
and animosity towards those seeking mental health treatment or diagnosed with a mental illness
as the other scales presented in the literature review. Most respondents reported fears of
disclosing their disability. They also voiced concerns about working under someone with a
known mental disorder. These examples also lead to not seeking treatment which can make the
disability more severe and, in some cases, can lead to death.
There are limitations to every research paper, and this one is no different. One limitation
is that the study was done with first responders exclusively. The findings from other occupations
or military members may differ due to training, knowledge, or unit cohesion. Another limitation
this report faced was the cultural aspect. Stuart’s research was conducted in Canada, while this
report's research is done in America. It is essential to continue this research and open it to
military members and other civilian occupations. Doing so will allow for further research on how
stigma affects society.
First responders and military members are the front-line workers that America and the
world rely on daily. When one of these workers is “sick,” they should be able to seek treatment
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without any adverse outcomes. Currently, this is not the case. With most respondents saying they
would not want to work with someone suffering from a mental disorder, we are far from it. This
study was done with first responders exclusively. The next step is to integrate military members
and other civilian occupations.
As stated previously, how stigma is defined determines how it is resolved. This paper
revealed two primary feelings of stigma, public and internalized. Educating the public on
different types of mental illness can help abolish some of the negative thoughts associated with
them. Implementing these kinds of talks in schools and workplaces will help desensitize people
and make them more willing to work with a PMD. It will also assist the PMD in letting go of
their internalized negative feelings.
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APPENDIX A: STUART’S POLICE OFFICER STIGMA SCALE
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1. Most police officers would not disclose to a supervisor/manager if they were
experiencing a mental illness.
2. Most police officers would not disclose to a colleague if they were experiencing a mental
illness.
3. Most police officers would expect to be discriminated against at work if they disclosed
that they were experiencing a mental illness.
4. Most police officers would not want a supervisor/manager who had a mental illness.
5. Most police officers think that being treated for a mental illness is a sign of personal
failure.
6. Most police supervisors/managers would not consider an application for promotion from
an officer who has had a mental illness.
7. Most police officers would not seek professional help if they were experiencing a mental
illness.
8. Most officers would not willingly accept a colleague with a mental illness as a partner.
9. Most police officers would think less of a colleague who has had a mental illness.
10. Once they know a colleague has had a mental illness, most police officers would take
their opinions less seriously.
11. Most police officers believe that a colleague who has had a mental illness is not
trustworthy.
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